Background: Despite the availability of patented non-invasive methods, evaluation of the degrees of liver fibrosis remains difficult when conducting a retrospective study. Such inadequacy is largely caused by requirement of biochemical parameters rarely performed in routine clinical tests. We developed a novel fibrosis HB-F score using commonly performed tests for HBV infected patients.
Background
It has been estimated that 350 millions patients are infected by hepatitis B virus (HBV) worldwide [1] . Chronic HBV infection may lead to severe sequelae such as liver fibrosis and cirrhosis [1] . Liver fibrosis is a progressive damage which not only impairs liver functions but also increases the risk of hepatocellular carcinoma [2] . The progression of fibrosis has multiple stages which are commonly defined by ISHAK or METAVIR scoring systems [3] [4] [5] . An advanced fibrosis score represents a serious clinical condition which requires careful medical managements. To prevent disease progression, we need to detect liver fibrosis at an earlier stage and to provide adequate antiviral agent treatment [6] . In the past decades, liver biopsy has been a gold standard for the assessment of fibrosis stages. However, there are several limitations when applying this method, such as sampling bias, low platelet counts, prolonged prothrombin time, massive ascites, patient's intention and compliance as well as scoring variations from different pathologists [7] . Thus, other methods to accurately assess liver fibrosis are continuously sought, especially for non-invasive tests.
Ultrasound is one possible alternative for non-invasive assessment. FibroScan and Acoustic radiation force impulse (ARFI) elastography have been used for evaluation of fibrosis in chronic hepatitis B or C patients. However, it was found that the accuracy of FibroScan and ARFI was greatly interfered by higher degrees of necroinflammation and more advanced stages of fibrosis or cirrhosis especially in chronic hepatitis B patients [8] [9] [10] [11] .
Recently, a number of fibrosis scores have been proposed as surrogates to liver biopsy. These scores are often composed of a combination of biochemistry measurements and clinical parameters. For example, the AAR score is based on the ratio of aspartate transaminase (AST) and alanine transaminase (ALT) values [12] . The APRI score is the AST value divided by platelet counts [13] . The early AAR and APRI scores motivate several subsequent scores where the ratios of AST/ALT or AST/ platelet counts are employed as part of their equations. The Fibrosis index (FI) score is composed of platelet counts and serum albumin [14] . The Fibroindex consists of AST, platelets, and gamma globulin measurements [15] . The FIB-4 index includes age, AST, ALT and platelet counts [16, 17] . A patented test, named FibroTest, is composed of alpha2-macroglobulin, haptoglobin, gamma glutamyl transpeptidase (GGT), age, bilirubin, apoA1, and sex. Most of these markers were initially derived from patients with chronic hepatitis C but were subsequently tested in chronic hepatitis B patients. Meta-analysis for the performance of biomarkers in HBV or hepatitis C virus (HCV) infection showed that assessment of the treatment efficacy on fibrosis progression was equally effective when estimated by either FibroTest or biopsy. Despite the great performance of FibroTest, there were still no sufficient data to show that biomarker or biopsy alone could make accurate fibrosis staging in patients with chronic HBV infection [18] . Furthermore, the requirement of measuring several uncommon tests to calculate the score greatly limited its use in retrospective study [19] [20] [21] . We were thus motivated to formulate a new hepatitis B-fibrosis score (HB-F) using commonly performed tests and clinical data in a large cohort of chronic HBV infected patients.
Methods

Patients and samples
Under approval of Institutional Review Board, Chang Gung Medical Council, this study was conducted at Liver Research Center, Chang Gung Memorial Hospital, Taiwan. A total of 424 adult patients with compensated chronic hepatitis B were recruited ( Table 1) . All of them have signed informed consent forms. They received liver biopsy between January 2007 and July 2009. No antiviral agents were given to these patients before biopsy was taken and patients with other viral co-infections, such as HIV, hepatitis C or hepatitis D co-infections were preexcluded. Hepatitis B e Antigen (HBeAg) and antibodies to HBeAg (anti-HBe) were measured before liver biopsy. Biochemistry were assessed at the same time of liver biopsy, including AST, ALT, bilirubin, gamma glutamyl transpeptidase (GGT), albumin, alpha-1 globulin, alpha-2 globulin, beta globulin, gamma globulin and albumin/ globulin ratio. Hematology tests were also performed at same time point, including hemoglobin, platelet count, white blood cell, prothrombin time, and alphafetoprotein (AFP).
Histologic evaluation of biopsy samples were carried out at the Pathology Department, according to ISHAK's After biopsy, subjects of each ISHAK stage were randomly assigned into two cohorts: the training cohort (n = 213) and the validation cohort (n = 211), for formuladeriving and validation purposes respectively. This way, subjects were evenly split across all ISHAK stages. Clinical parameters and biochemistry measurements were individually tested for their association to the ISHAK fibrosis stages. The associated factors were then combined to produce the HB-F score. The score was then validated using the validation cohort, and its performance was compared with five other reported scores (AAR, FIB-4, FI, APRI, Fibroindex), which were all originally derived from hepatitis C infected patients.
Statistical analysis
Clinicopathological data distribution was compared between the training and validation cohorts by either Chi-square tests or two-sample t-tests with unequal variance. Linear regression was used for the univariate and multivariate analysis to assess the association between the clinical/ laboratory parameters and ISHAK fibrosis scores. Significance levels of correlation were assessed by Wald test statistics. All the P-values were two-tailed. The Receiver Operating Characteristic (ROC) Curve was used to examine the trade-off of sensitivity and specificity. The performance of classification was assessed by the Area Under Curve (AUC). The HB-F and FIB-4 scores of the two biopsy examinations were assessed by paired t-tests.
Results
The distributions of subjects' clinicopathological values were presented in Table 1 . The two cohorts had similar number of subjects across all ISHAK stages without significant disparity (P = 1.000). Additionally, comparison of the age, gender, inflammation scores and the biochemistry and hemogram values revealed no significant difference.
Univariate and multivariate associations of various factors to ISHAK fibrosis stages were performed in the training cohort (Table 2 ). Significant associations were found in eight parameters, including age at biopsy, HBeAg, AST/ALT ratio, AFP, GGT, Albumin, platelet and prothrombin time prolongation (P < 0.05). Among them, four parameters (age at biopsy, AST/ALT ratio, platelet and prothrombin time prolongation) showed stronger association (P < 0.001). A multivariate analysis of the four parameters showed that all of them remained significant (P < 0.05), indicating their independent association to the ISHAK fibrosis stages. The four parameters were then linearly combined to generate the HB-F score using the multiple regression coefficients (Adjusted Beta) in Table 2 , omitting the constant term. The formula of HB-F score was written as: In the training cohort, subjects with a more severe fibrosis stage also had a higher range of HB-F score (Figure 1) . The score was then used to classify patients with (FS > =5) or without cirrhosis (FS <5) and patients with (FS > =4) or without severe fibrosis (FS < 4). The AUCs were 0.810 and 0.799 for the distinction of severe fibrosis and cirrhosis, respectively, in the training cohort. Consistently, the corresponding AUCs were 0.797 and 0.757 respectively in the verification cohort. Both AUCs were larger than 0.75 suggesting adequate capability of HB-F in identifying severe fibrosis subjects (Figure 1) .
HB
When compared with five other reported methods, HB-F had the highest AUC (Table 3, Figure 2 ). The next three best scoring methods were FIB-4, Fibroindex and APRI, respectively, but all had no statistically significant difference when compared with HB-F score. AAR, on the other hand, had a significantly inferior performance in classifying both the cirrhosis and prominent fibrosis. FI had an inferior performance in identifying prominent fibrosis. The ROCs of all the methods were presented in Figure 2 .
A total of 33 subjects had received a second biopsy and biochemistry examinations. They offered additional disease progression and remission data for evaluating the change of HB-F and FIB-4 score under an increase or decrease of ISHAK levels (Figure 3 ). FIB-4 was chosen because it had the highest AUC among the benchmark scores. The HB-F scores showed significant changes in the same direction of an increment (P = 0.011) and decrement (P = 0.015) of ISHAK levels. In contrast, FIB-4 did not show such a correlated change. 
Discussion
In this study, a novel fibrosis score named HB-F was formulated, by combination of four factors which was highly significant in the association with ISHAK fibrosis stages (P < 0.001). The HB-F score was developed from a large cohort of HBV-infected patients, as HBV infection is a major etiology of fibrosis in Taiwan. Although the study also included other HBV-related factors such as the presence or absence of HBeAg, this factor only manifested marginal association to the ISHAK stages (P = 0.03). Hence, the HBV-related factors were not included in HB-F.
The four factors in HB-F score included age, the AST/ ALT ratio from biochemistry test, platelet count and prothrombin time prolongation from hematological test. The prothrombin time prolongation was the only factor not previously included in other scores. Our multivarite analysis suggested that it was an independently associated factor to liver fibrosis. One limitation of this study is that the performance is only assessed in HBV-related patients. This is due to the high prevalence of HBV infection in Taiwan and thus a need to develop reliable fibrosis score for retrospective studies. Nevertheless, the four factors in the equation are not HBV-specific. Therefore, this score may be used to evaluate the fibrosis of other etiologies such as HCV infection and alcohol, once the corresponding validation is completed in these subjects.
The proposed HB-F score was constructed by multiple regression coefficients (Adjusted Beta). It is a challenge for both pathologists and fibrosis scores alike to discern the stage of early fibrosis (FS1 to FS3). This is also a limitation of HB-F. However, Figure 1A showed the distribution of HB-F score increased as the ISHAK-stage ascended from FS1 to FS2. This observation suggested that HB-F might potentially be used for classifying the very earlier stage fibrosis. A larger number of patients in these two stages are needed for verification. The HB-F score had superior performance than five other HCV-derived scores in identifying both the prominent fibrosis and cirrhosis patients, when assessed by AUCs. However, FIB-4, Fibroindex and APRI all showed very similar performance as in Figure 2 and Table 3 , particularly FIB-4 seemed to be almost equally effective. However, when the scores were evaluated using paired liver biopsies, HB-F proved to be a better score for judgment of histology improvement or deterioration. Additionally, a similar performance between HB-F and other previous scores (FIB-4, FI, Fibroindex) suggested that we could use these scores interchangeably for estimation of fibrosis severity in retrospective studies where several clinical parameters were missing for one of these scores. In other words, our studies and the novel score provided flexibility for retrospective studies where fibrosis evaluation was often limited by data availability.
Conclusions
In conclusion, we have formulated a new fibrosis score, the HB-F, for chronic hepatitis B patients, by use of a linear combination of age, AST/ALT ratio, platelet count and prothrombin time prolongation values. Judging from the AUC comparison, HB-F score is better than other existing unpatented scores derived from hepatitis C patients. Left, The second biopsy showed an increase of ISHAK fibrosis level (n = 12). Middle, The second biopsy showed an decrease of ISHAK fibrosis level (n = 8). Right, The second biopsy showed the same ISHAK fibrosis level (n = 13).
